This instrument has been constructed with the purpose of quantifying the severity of depres'ive states, i.e. to identify the depressive patient and to measure the response to treatment with an antidepressant.
In troduction
There is no doubt about the great attention that depression arouses in the world as a bio·psycho-social disorder. AI· though each explanatory model emphasizes some of the components more than others, it is not a very arduous task to bring the investigators to agree with this basic principle: depression is a reality of multiple facets and approaches.
Within the affective disorders, depression certainly implies variables of chemical, behavioural and experience order, with integration occurring, as is the opinion of Akiskal and McKinney (1973); 1975) , at the diencephaIon. Today it is acknowledged that the contribution of psycho· pharmacology has not been only at a therapeutical level, but also for the knowledge of the pathogenetical basis and the general dynamic comprehension of the depressive syndrome.
In the DSM·III, the criteria for the subclassification of the major depressive episode in the 5th digit (3) with melan· cholia are:
A. Complete loss of pleasure in all or nearly all activities. B. Absence of reactivity to previously enjoyable stimuli (inability to feel better even briefly when somethin good happens). C. At least three of the following symptoms: a) a distinctive quality of the depressed mood; that is, mood is perceived by the patient as different from the normal feelings after bereavement or the end of a living relationship; b) the depression is usually more severe in the moming; c) terminal insommia, in which the person awakens at least two hours earlier than usual; d) obvious psychomotor retardation or agitation; e) significant anorexia or weight loss; f) excessive or inappropriate guilt feelings.
Within the analysis of the spontaneous behavioUf shown by a subject we can distinguish two procedures very closely related, but having some differential nuances: systematic ob· servation and ciassifying scales; The first is used so that the observations that we make may permit the attainrnent of an optimally reliable picture of the behaviour of the individual being studied; for this, observation must be organized, directed and systematic. It can be considered a very mech· anical activity, but even so, it demands a considerable ef· fort of preparation and previous training in order to avoid one of its greatest disadvantages: its high cost in adequately trained personnel, time and, sometimes, technology. Other factors no less importan t are the biases that the experimentor can introduce merely by his participation in the study, by selecting the sampies; by not defining objectively the behaviour to be observed, etc.
Classifying scales (also known as estimation, judgement or evaluation) although they have the same basis of systematic observation, the study of behaviour differ from the latter in that the classifier judges, weights and interprets the behaviour observed, that is the evaluator syntheses and inte· grates the phenomena that he bas observed.
Classifying scales have evolved in clinical studies because of a need to objectivate. the extreme subjectivity of non·struc· tured reports, the lack of a common basis of content or of standards of reference for study and person·to-person com· munication, and the extraordinary difficulty of quantifying the findings per subject.
The basic objective of these scales is the quantitative estimation of one or various features of the subject's behaviour by a classifier. There are two types of classifying scales: the retrospective scales which summarize the observations and impressions formed in the examiner throughout the time of interaction with the observed, the concu"ent scales, in which the evaluation emerges from one interview or one period of observation.
These types of scales are used today, sometimes with excessive profusion, both at the diagnostic level to classify a subject, and for the objectivation of the evolution of the behaviour studies and the efficacy of the therapeutical procedure used. The pattern followed by all the classifiying scales is to offer the classifier aseries of features or a group of characteristics and a range of numbers, adjectives or descriptions that represent levels or grades of possession of these features. The task of the evaluator consists in ascribing to each subject a determined level in the features being studied. The problems that can arise from the use of these scales are not few nor of small importance. Fundamentally, they have two origins: a) inherent limitations of the evaluator in the sense of not sticking to the specific instructions of what is to be evaluated in view of the variability that can creep units successive observations, and b) limitations due to the degree of ambiguity or clarity of the feature or attribute to be evaluated, which leaves a margin, an important one, to the subjectivity of the observer which the systematic use of this type of procedure is supposed to minimize. There is no doubt, however, that in both cases the evaluators, experience and, particularly, his specific training in the administration of this type of instrument should be able to counteract these limitations. Anyway, it is our opinion that the principal source of distortion in these rating scales lies in the instruments themselves.
In order to diminish the limitations due to the instrument aseries of methodological improvements have been introduced, which affect the variables of stimulus, by increasing the precision of the qualities to be classified, and the classification procedures by establishing clear answer options. The operative efficacy of these instruments can be improved by increasing the degree of definition of the features. For example, the use of expressions such as "social adjustment" may be a source of distortion of the results precisely because of the lack of previous agreement between the evaluators about the connotations of the term used. For this reason, whenever possible, as detailed adefinition as possible should be given of each term. Thus "social adjustment: interest and capacity for establishing mutual relationships with other people in occupational and play situations; good disposition to give and take in situations of dealing with people; adherence to fundamen tal social rules of behavour".
The more narrowly and precisely defined the feature, the less scope there is for subjective interpretation on the part of the evaluator.. The manner of registering the answers should also be sys1ematized, using a good gradation scale, generally with numerical equivalent to permit quantification of the results.
An instrument with relative ease of administration and a precise grading scale to evaluate each aspect of behaviour should be favoured. A number that reflects the intensity or the presence of the feature to be evaluated is always to be preferred to vague verbal descriptions (not at all; a little; fairly; a lot; totally). (Corominas, 1977) .
Characteristics of the Instrument: "MelancholÜl Rating Scale" Description: We shalllimit ourselves to point out the variables that is designed to measure and summarize the technical chart of the original scale.
In its original form the Bech-Rafaelsen scale for the evaluation of melancholia was based on the Cronholm-Otteson scale for depression with the addition of six quantitative items from the Hamilton scale for depression.
The original version was Danish; there also exist the Spanish adaptation and other adaptations in English, French, German, Italian, and Japanese.
The first version, on which we worked until we reached the one we are using now, was proposed by Bech. As usual in this type of work, an independent translation was made by two experts and the terms were adjusted until a translation from Spanish into English (the language taken as reference) gave aversion as nearly identical as possible to the original model.
The population which it is meant for are patients of all ages who present a depressive state. A certain experience in psychiatrical interview is required from the interviewer, psychiatrist or clinical psychologist. The administration time is between 15 and 30 minutes. Each item is scored from 0 to 4 depending on the intensity; the total score can range from 0, which corresponds to the total absence of the depressive syndrome, to 44, which represents the most severe degree of the syndrome.
It seems to us that a deeper and more qualitative valuation of the depressive syndrome is achieved than with the Hamilton Depression Scale.
Variables measured by the instrument
In the 11 areas explored the interviewer must be careful not to directly "provoke" the situation to be registered. Instead, the patient's spontaneous manifestations should be evaluated during the usual psychiatric interview.
1. Motor activity: covers changes in the subject's motor rhythm. 2. Verbal activity: This item covers changes in the rhythm of language and in the capacity of expressing thoughts and feelings. 3. Intellectual inhibition: covers reduction in psychic and mental activities. 4. Psychic anxiety: this item covers states of tension, irritability, concern, restlessness and insecurity, and fear, or even panic. Frequently, it can be difficult to dis tinguish between the anxiety experienced by the patient (psychic or central anxiety phenomena) and the physiologic forms of manifestation of anxiety ("peripheral") observed objectively; for example: trembling of the hands and increase in perspiration. However, as has been said, more importance is attached to the patients verbal report about his worries, restlessness, insecurity, experiences of fear and panic, Le. his experiences of psychic or mental anxiety ("central"). 5. Suicidal intentions. 6. Reduction of mood, this item covers the verbal and nonverbal indications of the patient's experiences of sadness,i, depression, discouragement, despair and helplessness. 7. Self-reproach and feelings of guilt: this item covers diminished self-esteem. 8. Emotional inhibition: this item covers the reductions in interest and in emotional contacts with other people. The inability to convey his own feelings and opinions and to share his happiness or sadness is frequently experiences by the patient as something strange, fore, unpleasant and painfu!. 9. Sieep disorders: this item only includes the patient's subjective experiences with regard to the duration of sleep (number of hours he sleeps a day) and its deepness (unsound or interrupted sleep, as opposed to asound or continuous sleep). The 3 days proceding the interview are taken as a basis for the evaluation, even when the patient is undergoing treatment with hypnotics or sedatives. 10. Physical tiredness and pains: this item includes weakness, fatigue, pains, unpleasant feeling of heaviness, being real pains localized more or less diffusely in muscles and/or internal organs. Fatigue is generelly manifested by the patient with statements such as: "It is hard to get to work, because of the fatigue, lack of energy or the feeling of heaviness in my arms and legs". The muscle pains are located most of the time in the back, shoulders or nape of the neck. A tensional type of pain is produced, e.g., headaches caused by tension. The sensations of heaviness or of oppression progress towards sensations of real pain in internal organs, frequently of widespread localization. For example, ehest pain (different from heart pain), stornach pain, headache (different from headache from tension). Frequently it can be difficult to distinguish between physical and psychic pain. More emphasis is placed on psychic pain. I I. Work and interests: this item includes the performance of'work and also its motivation. The word "work" is used here in its broadest sense: the patient's usual daily occupations. This way, for example, patients who work at horne or are retired are included. Two different criteria are applied according to whether it is a first or following evaluation. Obviously, this is a hetero-administered classifying scale.
Validation Criteria
Validation criteria conforming to the Hamilton Depression Scale are used. On appraisal by 5 experts (psychiatrists and clinical psychologists), there were no doubts about the validity of the instrument, considering that it covers the various areas in which depressive state symptoms are manifested in affective disorders.
Sampie o[ patients in the pilot study 50 out-patients (25 men and 25 women). Psychiatry outpatient clinic.
50 in-patients (women). Psychiatry ward. 10 out-patients. Clinical psychology out-patient clinic.
Diagnosis:
Neurotic depression (n = 58) Obsessive neurosis (n = 10) Postpsychotic depression (n = 8)
Major affective disorder (n = 34).
The Pearson correlation coefficient (r) between all the global estimations of both scales shows the value r = 0.83 in the total sampie included in the study for n = 110.
In the out-patient (n = 50), with a single administration a Pearson correlation coefficient of r =0.93 is reached.
Also, a simultaneous evaluation study was carried out by two independent observers, obtaining in the n = 10 cases an intercorrelation of 0.97.
According to the authors' original criteria, the cut-off points that make the best classification of the response to antidepressive treatment are:
Inclusion criterion: total score of 15 or more Partial response to treatment: total score between 6 and 14. Complete remission: total score between 0 and 5. No response to treatment: total score over 15.
It is advisable to use antidepressant plasma level criteria, and also the variables of age and sex, if it is desired to amplify the validation studies to practise the necessary correlations.
In some works quoted in the bibliography authors use a simplified version of the scale, scoring from 0 to 2 points, with the restriction criteria of the absence or presence of the content of the item explored. We suggest the original form because it offers a greater qualitative richness.
Other authors recommend the simultaneous use of a mania scale in bipolar patients.
In the future, factorial analysis could be carried out to prove the structural validity of the scale; cluster analysis could also be carried out to differentiate within large pathologie populations, as also correlations with other measuring instruments of anxiety and depression. All these techniques might help to increase the initial validity manifested in this pilot study.
Conclusions
The "melancholia Rating Scale" is a valid instrument from the point of view of content.
The correlation index obtained with the Hamilton Depression Scale guarantees its concurrent validity.
The reliability of the scale was confirmed by trained observers, which suggests that the instrument is hardly susceptible to variations caused by the subjectivity of the clinic.
Consequently, it is useful in clinics particularly with major depressive patients, because of its sensitivity.
Its structural validity can be further increased if multivariant analysis methods are used, which demands administra-tion to more extensive groups of pathologie subjeets. The possibility of distinguishing betweendifferent groups of depression by using the Cattell abnonnal personality faetors as psychometrie eriteria is suggested.
